The objective of this project was to obtain professionals' perceptions of system-level strategies with potential to increase use of clinical preventive services (CPS) among adults aged 50 years or older through community settings. Public health, aging services, and medical professionals participated in guided discussions and a modified Delphi process. Priority strategies, determined on the basis of a 70% or higher a priori agreement level, included enhancing community capacity; promoting the design of health information technologies to exchange data between clinical and community settings; promoting care coordination; broadening scope of practice; providing incentives to employers; and eliminating cost-sharing. Findings provide insights about preferences for system-level strategies that align with national and state initiatives to increase CPS use.
Figure. We invited 45 professionals, most of whom participated in Phase 1, to participate in a modified Delphi process using SurveyMonkey (SurveyMonkey, Palo Alto, California). Delphi is a structured method to facilitate agreement among experts who have diverse perspectives (9) . In round 1, panelists received background information and a list of 27 strategies that were generated during Phase 1 discussions for increasing the use of CPS, ordered randomly to reduce potential bias. Strategies were rated on a 5-point scale reflecting potential impact and achievability (1 being the lowest to 5 being the highest). Three scores were calculated: 1) a mean score for potential impact, 2) a mean score for achievability, and 3) the mean of a summed score that combined the individual impact and achievability scores. For round 2, we decided in advance to retain strategies with average scores of 3.5 or higher on achievability alone or on the joint rating. In round 2, we provided average ratings for each strategy from round 1. Panelists responding to round 1 ranked the 10 strategies they considered to have the greatest measurable impact on increasing use of CPS in the next 3 years (Figure) . Priorities were defined as those strategies ranked in the top 10 by 70% or more of respondents.
Results
Of 42 professionals, 34 (81%) completed Phase 2. The final panel members included 18 national, 5 state, and 11 local representatives; 56% were from the private sector. Sixteen professionals were from public health, 9 were from aging services, and 9 were medical professionals (15 men and 19 women).
During round 1, mean panelist ratings for achievability for the 27 strategies ranged from 2.6 to 3.9, and mean ratings for impact ranged from 2.6 to 4.2. The joint average score combining impact and achievability ratings ranged from 2.6 to 4.0. A total of 15 strategies received scores of 3.5 or higher on the joint average score combining impact and achievability, and 2 strategies received scores of 3.5 or higher for achievability alone. Therefore, 17 of the 27 strategies were included in the second round. (The list of 17 strategies is available on request from the corresponding author.)
In round 2, all 17 strategies were rated in the top 10 by at least 1 panelist. Three strategies were rated in the top 10 by all panelists (column 4, Table) . These strategies were 1) expand eligibility for public and private funding for CPS in nontraditional settings; 2) for those services recommended by the US Preventive Services Task Force (8), eliminate cost-sharing covered by the public sector; and 3) promote inclusion of CPS in care coordination models.
Examination of the findings in 3 professional subgroups (public health, aging services, and medical professionals) indicated that 11 strategies (65%) were among the top 10 identified by 1 or more of the subgroups (columns 1-3, Table) . However, no single strategy met the 70% or higher criteria across all 3 subgroups; only 1 strategy was chosen by more than 1 of the 3 professional subgroups as a priority strategy.
Discussion
We found that members of diverse professional groups chose priority strategies to address the following areas: strengthening community capacity to deliver CPS, expanding or promoting the design of health information technologies to exchange data between clinical and community settings, eliminating cost-sharing, promoting inclusion in care coordination, addressing scope of practice to broaden allied health professionals' roles in providing CPS, and promoting incentives to employers to provide CPS. Although no single strategy ranked highly across the 3 professional subgroups, all prioritized strategies link to key national initiatives including the National Prevention Strategy (1), the Older Americans Act (10), the Patient Protection and Affordable Care Act (11) , and a Purchaser's Guide to Clinical Preventive Services (12), or they link to state initiatives (13) .
The project and associated modified Delphi process has several advantages and limitations (9, 14) . Advantages include respondent anonymity, Web-based processes, and resulting rapid understanding gained from diverse expertise and geographic locations. Limitations include lack of generalizability and limited understanding of rationale for the selected priorities. Furthermore, we did not continue the process until there was complete consensus. Representative groups, such as payers, did not participate, so their perspectives are not represented. This is the first documented work of which we are aware to elicit perspectives among these professional groups about system-level strategies believed to be helpful in increasing use of CPS among older adults. These strategies, which align with national and state initiatives, provide insights into stakeholders' preferences for specific sets of system-level strategies. Creating a conceptual framework on the basis of these diverse perspectives that cohesively integrates community and clinical efforts to increase use of CPS would be valuable. Table   Table. Expand eligibility for public and private funding for preventive services delivery to include nonclinical, community-based organizations and nontraditional settings.
78 74
Eliminate cost-sharing for all preventive services that receive an A or B rating by the United States Preventive Services Task Force covered by the public sector.
71
Promote inclusion of preventive services in care coordination models.
Amend scope of practice laws to allow appropriate allied health professionals to provide specified screenings and preventive services counseling of older adults. 
78
Promote incentives for employers to provide preventive services on-site.
89
Increase the availability of programs designed to expand access to community-based preventive services through the Prevention and Public Health Fund (Patient Protection and Affordable Care Act, Section 4002 [11] ).
Design electronic medical records and health information technology system that ensure patient information related to preventive services is exchanged securely and reliably between clinical and community settings.
78
Participants ranked priority areas for their potential to have the greatest measurable impact on increasing use of clinical preventive services; empty cells indicate that the strategy was not ranked ≥70% by respondents in that group.
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